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With the increasing adoption of accelerated surgical programs
exchange of information needs be done in advance of admission.
High levels of health literacy with a corresponding high degree
of patient empowerment are of importance.1 We have recently
implemented a preoperative centre where patients meet different
health care specialists to give patients an adequate knowledge of
the different parts of the surgical pathway but also for the health-
care professionals to gain necessary information of the individual
patient. Patients are after decision of the surgical intervention
invited to visit the preoperative centre in order to meet different
health care specialists. All patients are scheduled to meet the
anaesthesiologist, the surgeon and the surgery nurse, but other
sub-specialist depending on the surgical intervention planned
see Table 1. The aim of this quality audit was to evaluate our pre-
operative centre from the patient’s perspective. Two hundred pa-
tients planned for colorectal surgery, gastric bypass surgery,
inguinal hernia repair and cholecystectomy were informed and
invited to respond two questionnaires about the information pro-
vided at the preoperative centre. The patients were asked to
answer one questionnaire after all visits but before leaving the
centre and they were also given a second questionnaire and a
prepaid envelope at discharge with instructions to be answered
one week postoperatively at home with focus on missing issues
in the preoperative information. The questionnaire constituted
questions around quality and satisfaction to be graded on VAS
scales; 1 very unsatisﬁed – 10 very satisﬁed. Patients were also
asked to estimate time spent with the various health care profes-
sionals and time they have had to raise questions and queries.
Ninety-nine patients ﬁlled the questionnaire preoperatively and
32 sent back the one week follow-up questionnaire. Patients’ esti-
mated time for the preoperative information varied see Table 1.
The colorectal surgical patient spent the longest time at theTable 1
Patient characteristics, routines, and response rate, as well as the estimated time the pa
Colon resection (n ¼ 49)
Male/female, n 29/20
Age mean (range) 63 (28–86)
Routines for meeting different
health care specialists
Anaesthesiologist, surgeon, surgery nurse, dietic
physiotherapist, stoma therapist, research nurse
Postop response, No of pat. 15
1743-9191/$ – see front matter  2013 Surgical Associates Ltd. Published by Elsevier Lt
http://dx.doi.org/10.1016/j.ijsu.2013.01.016preoperative centre mean 96 min and the longest time with the
stoma therapist to discuss how the stoma should be managed
postoperatively. The patients scheduled for colorectal surgery
graded the most important meeting to be with the surgeon and
the anaesthesiologist followed by the stoma therapist.
Meetingwith the dieticianwas ranked asmost important for the
gastric by-pass patients (GBP) patient and took the longest time.
Overall the GBP patients ranked meeting with all health care spe-
cialists as very important. Among the other general surgery pa-
tients (cholecystectomy, hernia repair and other abdominal
procedures) meeting the surgeon followed by the surgery nurse
and the anaesthesiologist was graded as most important.
Overall patients less 50 years of age found it most important to
meet the surgery nurse (mean 8.97), followed by the surgeon (8.84)
and the anaesthesiologist (8.40) while patients more than 50 years
of age found it most important tomeet the surgeon (mean 8.95) fol-
lowed by the anaesthesiologist (8.83) and the surgery nurse (8.48).
The estimated “talk time” is seen in Fig. 1. Patients self-talk time
was at mean 12,7 min (range 1–60 min) when <50 age vs. mean
15 min (range 1–45 min) when >50 age.
The patients were overall satisﬁed with the preoperative infor-
mation received and also around explanation from the health
care specialists to explicit individual queries, mean 9.3
(sd  0.926), with no speciﬁc differences depending on age or sur-
gical procedure.
Forty percent of the patients had searched information about
their surgical procedure via the Internet, and secondmost common
through friends or by another physician before coming to the pre-
operative clinic.
Thirty-two patients did send in the postoperative questionnaire.
The response from this small group of patients showed also that the
information had been of good quality and had adequately prepared
the patients for the perioperative surgical course, 8.8 at mean
(range 1–10). Cholescystectomy patients assessed themselves astients and the health care specialists spoke during the entire preoperative visit.
Gastric bypass GBP (n ¼ 21) Other abdominal surgery (hernia,
cholecystectomy) (n ¼ 29)
6/15 12/17
44 (22–68) 58 (30–84)
ian, Anaesthesiologist, surgeon,
surgery nurse, dietician
Anaesthesiologist, surgeon,
surgery nurse
6 11
d. All rights reserved.
Fig. 1. Proportions between the estimated time health care specialists spent providing
information and the time the patient spent talking.
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information to generate the lowest mean 8.3. The participants were
overall very satisﬁed with the information given at discharge.
The importance of preoperative preparation should not be
neglected. There are today many options, audio visual presentation
in the form of a patient video can be a useful tool in the psycholog-
ical preparation of patients undergoing colorectal surgery.2 Younis
et al. showed that delayed discharge secondary to independent
stoma management can be signiﬁcantly reduced with preoperative
stoma management teaching as part of an enhanced recovery pro-
gram.3 The Internet has led to the widespread availability of
health-related information and also some access to e-learning pro-
gram. This alters the patient and professionals relationship. It is a
challenge for health care professionals to meet patients different
need of information/communication and explore whether that
patients previously may be misinformed.4,5 We found our multi-
disciplinary preoperative centre seemingly effective from a patient
perspective. This is one option to improve patients’ satisfaction,
save any extra visits for the patient and thus being cost effective
for society.
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